
This 26-vejir-old woman was evaluated by| (01* nerve conduction studies at Sturdv Memorial 

last week and found to have significant bilateral Droxiroal leg weakness. She referred today for : 

Jditionai nerve conductions and EMG testing. Her left arm and lee studies were rebiuvdy benign 
except foi slightly prolonged sensory latencies in the left arm with nonmU amplitudes, EMG was not 

i-rfbniK:d t 

Her exam is significant for 4/5 proximal leg weakness, stifchtlv brisk reflexes and slight increased tone arid 
occasional fasticulations noted in the muscles, Her medical history is significant in that her family has nil 
luid Lyme disease due to their location (Old Lyme, Cf) and her mother may have had Lyme disease when 
she was pregnajst with the patient. The patient herself has never been diagnosed with Lyme disease. 
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TEXT 



The riKht median and ulnar nalmar and digital sensory fatten** and amplitudes are norajaL ™^«ht 
median and ulnar distal motor latencies, amplitudes, conduction velocities and F»waves are normal. 

The riKht sural sensory latency and amplitude are normal. The ri E ht peroneal and tibial distal motor 
latencies, amplitudes, conduction velocities and F-waves are normal. 

Concentric needle EMG was performed on both lower extremities and the left upper extremity and 
bilateral paraspinals. 

The acentric needle EMG of proximal and distal muscles m die left ^^^ n ^J^^ t fCSt 
Lower extremity studies revealed remarkable chants m the left leu wrth neariy continuous. CRDs at rest 

'with, at times, myokymia as wd! =md unstable motor units. 
-usele and she had pretty fiood effort, the motor units firms were simple. The. ^^.^J^ 

jqucnt CRDs with unstable motor units and rapid tang poorly recruited MUPs. The patient ™ u 
increased insertional activity without active denervation m aU muscles tested in the left ]c* with chrome 

/innervation noted in the left tensor fasciae latae and motor unit nolvnhasia or corople^tv m the leit 
Gastrocnemius and EDB and adductor lonmis. The paraspinals L2-S2 were normal on the left. On the 
richt the patient was noted to have rapid firine misted or simple motor units m the vastus lateralis and 
ilionsoas with irregular firine and some polYphasic or complex MUPs noted m the tensor fasciae latae : the 
iliopsoas as mentioned and simple motor units in the vastus lateralis, The nght gastrocnemius and gluteus 
appeared to be normal and paraspinals LZ-S2 were normal on the right. 

IMPRESSION 

Combined with the studv of May 2, Z003, nerve conductions of all four limbs and EMG of the left arm 
and both lower extremities reveal normal nerve conductions but evidence of significant neuropathic injury 
to the proximal Ick muscles with some involvement of more distal muscles bilaterally. The most severe 
changes are in the iliacus bilaterally but the chanties span multiple nerve roots. No ajmificant evidence ot 
active denervation was noted in anv muscle except for relatively unstable motor units in the iliopsoas 
^laterally. There were no myopathic features to the motor units or the firin* rate. The I^k of paraspmal 

enervation is coiacemum in a patient with multiroot level changes, However, the possibility ot a 
multiroot neuropathic process, such as Lyme disease or leptomeninRcal carcinomatosis, should be 

onsidered This patient needs formal neurologic consultation and will probably need a nerve and muscle 
biopsv as well as spinal fluid studies. Her CPK was minimally elevated not consistent with a myopathy 
and rheumatolooic workup has been pursued, She has been scheduled for follow-up appointment in the 
next two weeks. An MR! of the cervical spine and MRI of the lumbosacral spine with gadolinium are 
pending, 

Thank you for the opportunity to provide electrodiagnostlc consultation on this patient. 



